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ABSTRACT 46 
Background: Numerous injury epidemiology studies have reported injury patterns in 47 
senior rugby union but investigations in youth rugby are limited.  48 
Hypothesis/Purpose: The aim of this research was to determine the incidence and 49 
nature of match injuries in English youth rugby union, making comparisons between 50 
two different levels of participation.   51 
Study Design: A prospective cohort design 52 
Methods: A two season (2006/07; 2007/08) study obtained information on injuries 53 
sustained in male youth (16 – 18 yrs) rugby union players from 12 English 54 
Premiership academies (n = 250) and 7 schools (n = 222). Match exposure (player-55 
hours) and injury details were recorded.   56 
Results: Match injury incidence was 47/1000 player-hours for the academy and 57 
35/1000 player-hours for the school groups; these rates were statistically different (P 58 
= 0.026).  The most common injury site was the lower limb and the most common 59 
injury type was a ligament sprain, with injuries to the knee and shoulder region 60 
resulting in the greatest burden of injury for both groups.  The tackle event was the 61 
most common cause of match injury for both academy (51% of injuries) and school 62 
(57% of injuries) groups.   63 
Conclusion: Overall the incidence of injury for youth rugby was lower than for 64 
previous studies in senior rugby but injury patterns (location, type) and causes were 65 
similar.  The study confirmed that match injury incidence was significantly greater in 66 
elite academy youth rugby union than schools rugby. The results suggest that specific 67 
focus for injury risk management in youth rugby should be on players’ tackle 68 
technique, and prevention strategies for knee and shoulder injuries.   69 
Key Terms: sport; injury; epidemiology; youth; injury risk 70 
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What is known about the subject: 71 
Injury rates in senior elite rugby union are considered high in relation to other team 72 
sports. Some small-scale studies on youth rugby union have suggested injury rates are 73 
lower than senior rugby. 74 
What this study adds to existing knowledge: 75 
This study provides a large-scale longitudinal study of English elite youth rugby at 76 
two different levels and demonstrates that injury rates are lower for youth rugby but 77 
not as low as most other studies have previously found. 78 
The injury incidence was 34% greater at the higher playing level of elite academy 79 
rugby than school rugby but the severity of recurrent injuries was greater in schools. 80 
Similar injury patterns (location, type, event) were observed between groups and to 81 
senior rugby but emphasized the need to focus on reducing tackle event injuries in 82 
youth rugby players 83 
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INTRODUCTION 84 
Rugby union is one of the most popular worldwide sports, ranking second in 85 
participation rates only to soccer as a football code.  However, rugby union has 86 
increasingly come under scrutiny from an injury perspective because the incidence of 87 
injury at the professional level is one of the highest of any team sport5 albeit with 88 
similar injury rates to other full-contact sports, such as rugby league,19 Australian 89 
Rules Football,36 American Football25 and ice-hockey.29  Compared with semi-contact 90 
team sports such as soccer, rugby union has four times the incidence of injury, with 91 
the potential for more serious injuries.33  Injury incidence and severity have been 92 
reported for senior amateur and professional rugby union with the consensus that 93 
injury rates increase with competitive level.1-3, 5-7, 23, 40 94 
 95 
Young people are thought to be at relatively greater risk of injury if they are exposed 96 
to high levels of sport participation during the time when musculoskeletal 97 
developmental changes are occurring.17  Injury risk in youth sport is multi-factorial, 98 
and is modified by skill level,9, 38 physical characteristics30 and competitive 99 
environment.38, 39  However, injury surveillance within youth age group rugby union 100 
is somewhat limited in scope and scale, and comparisons suffer due to the variety of 101 
methodologies employed.  Existing data generally show that incidence rates in youth 102 
rugby union are lower than in senior rugby union,20, 34 with increasing incidence in the 103 
older youth age groups.14, 20  Injury patterns, in terms of location and types of injury, 104 
are broadly similar to senior rugby.14, 24, 32, 34  England has the highest youth rugby 105 
union participation in the world,22 but to date only small-scale injury surveillance 106 
studies have been conducted within the English game at youth level.20 107 
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Therefore, the aim of this study was to describe the nature of injuries resulting from 108 
match play within English youth rugby union, including a comparison between two 109 
levels of play within the same age group; namely professional academy versus school 110 
rugby. 111 
 112 
METHODS 113 
The study was an observational prospective cohort design that used a questionnaire-114 
based data collection procedure. Data collection occurred over two complete seasons 115 
(2006/07 and 2007/08) and involved twelve English Premiership youth academies and 116 
seven senior school rugby union teams. The Premiership academy players represent 117 
the elite level of youth rugby (15% of the academy cohort represented national age-118 
group teams during the study). The school players were recruited from very 119 
established rugby-playing schools which generally performed well in national-level 120 
schools competitions.  Players participating in the study were aged 16-18 years and 121 
were excluded if they had not reached 16 years by the start of the rugby season in 122 
question or would have reached 19 years during the season.  Written informed consent 123 
was obtained from individual players and passive consent forms were sent to all 124 
parents / legal guardians to provide an opportunity to opt-out.  The cohorts comprised 125 
250 academy players (2006/07: 131; 2007/08: 119) and 222 school players (2006/07: 126 
139; 2007/08: 83), with 46 academy and 10 school players participating in both 127 
seasons. There were 121 forwards and 129 backs in the academy cohort, and 122 128 
forwards and 100 backs in the school cohort.  Body mass and body height were 129 
recorded for each player at the beginning of the season. 130 
 131 
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For the purposes of injury surveillance the start date was taken as 1st July and the end 132 
date was 30th June for each season; however competitive matches (and therefore the 133 
match exposure) were played between September 1st and April 30th in each season.  134 
 135 
All injury definitions used were consistent with the 2007 IRB consensus statement.15  136 
The primary injury definition used was for time-loss injuries, which were defined as 137 
‘any injury that prevents a player from taking a full part in all training and match play 138 
activities typically planned for that day for a period of greater than 24 hours from 139 
midnight at the end of the day the injury was sustained’.  Recurrent injury was defined 140 
as ‘an injury of the same type and at the same site as an index (new) injury, occurring 141 
after a player’s return to full participation from the index injury’.  Injury severity was 142 
defined by the total number of days elapsed from the day of injury until a player 143 
returned to full fitness; full fitness being defined as ‘the player being able to take a 144 
full part in training activities typically planned for that day and available for match 145 
selection’.  Details of each individual injury were recorded on a specific form utilising 146 
the OSICS version 8 41 coding system, and including the date of injury, classification 147 
of the injury at two levels (body site, type of injury), information on the injury event, 148 
and the date of return from injury.  Match exposure was calculated as the number of 149 
matches multiplied by the number of registered players per team multiplied by 1.33 150 
hours, with the appropriate correction applied if a team had less than 15 players 151 
registered in the audit.  Within academies, match exposure and injury data were 152 
collected by the strength and conditioning coach and physiotherapist, respectively.  153 
Within schools, the first team coach recorded match exposure and the school nurse or 154 
doctor recorded injury data.  One criterion used for schools to be included in the study 155 
was that a nominated medical professional (either an on-site nurse, physiotherapist or 156 
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doctor) had to treat all rugby injuries sustained. This restriction was considered 157 
important from a data quality perspective but may have biased the school cohort 158 
towards the higher end of the overall school playing population in England. 159 
 160 
Exposure and injury data for the two seasons were combined.  Injury incidence was 161 
reported as the number of injuries per 1000 player-match hours with 95% confidence 162 
intervals (CI).  Injury severity was reported as the mean and median number of days 163 
absence from training and match play.  Injury burden was calculated by multiplying 164 
injury incidence by mean severity and presented as total days absence per 1000 player 165 
hours.16  Significant differences in values for injury incidence and severity were 166 
calculated using two-tailed Z tests.27  Significance was accepted at P < 0.05 (equal 167 
variances assumed) and exact P values are reported throughout. 168 
 169 
Ethical approval for the study was obtained from the institutional ethics committee. 170 
 171 
RESULTS 172 
Academy players were significantly taller (P = 0.002) and heavier (P = 0.001) than 173 
school players.  Forwards were significantly taller and heavier than backs for both 174 
academy (height: P = 0.001; body mass: P = 0.001) and school (height: P = 0.003; 175 
body mass: P = 0.001) groups (Table 1). 176 
 177 
Incidence and severity of match injury 178 
In total, 2343 player match hours (forwards: 1132; backs: 1211) and 109 match 179 
injuries (forwards: 44; backs: 65; new: 96; recurrent: 13) were recorded for 180 
academies, and 3843 player match hours (forwards: 2060; backs: 1783) and 134 181 
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match injuries (forwards: 69; backs: 65; new: 119; recurrent: 15) for schools during 182 
the study.  There were a total of 3441 and 3947 lost days of playing and training time 183 
because of match injuries within academies and schools, respectively.  The match 184 
injury incidence was 47 injuries per 1000 player match hours (95% CI 39 to 57) in the 185 
academy group, and 35 injuries per 1000 player match hours (95% CI 29 to 41) for 186 
the school group. These rates were significantly different (P=0.026, Table 2) and the 187 
rate ratio was 1.34 (95% CI 1.04 to 1.72).  The mean severity of all match injuries was 188 
not significantly different between academies and schools (P = 0.617) but the mean 189 
severity of recurrent injuries was greater in schools (P = 0.013) (Table 2).   190 
 191 
Nature of match injury 192 
Injury location 193 
The lower limb was the most commonly injured body area for both academies and 194 
schools (Figure 1) and this was the same for forwards and backs.  For the academy 195 
group the mean severity of injuries was highest for the trunk, whereas injuries to the 196 
upper limb were the most severe for the school group (Figure 1).  197 
 198 
By individual anatomical location, the incidence of match injuries was highest to the 199 
ankle/heel, shoulder and knee within academies, with the incidence of ankle/heel 200 
injuries higher than in schools (P = 0.02). In schools, the incidence of match injuries 201 
was highest to the shoulder and head (Figure 2a). The most severe match injuries 202 
occurred to the lumbar spine and knee in academies and to the shoulder in schools 203 
(Figure 2b). Combining incidence and severity to produce injury burden values as a 204 
measure of the overall injury risk demonstrated that shoulder and knee injuries 205 
resulted in the highest burden for both the academy and school groups (Figure 2c). 206 
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 207 
Injury type 208 
The incidence of joint (non-bone) ligament injuries was higher than other injury types 209 
in both academies and schools and significantly higher in academies compared with 210 
schools (academy: 24/1000 player match hours; school: 14/1000 player match hours; 211 
P < 0.01) (Table 3).  There were no other significant differences between playing 212 
groups. 213 
 214 
Combining injury location and injury type for specific diagnoses, knee anterior 215 
cruciate ligament (ACL) injuries for the academies and shoulder 216 
dislocation/instability injuries for schools resulted in the greatest number of overall 217 
days lost (Table 4). 218 
 219 
Injury event 220 
Injuries were more likely to occur during contact events (academy: 77%; school: 221 
87%) (Table 5).  The tackle was the event most commonly associated with injury in 222 
both academies and schools, including being tackled (academy: 30% of all injuries; 223 
school: 32% of all injuries) and tackling (academy: 21% of all injuries; school: 25% 224 
of all injuries). Being tackled (academy: 443 days absence/1000 player match hours; 225 
school: 345 days absence/1000 player match hours) and tackling (academy: 325 days 226 
absence/1000 player match hours; school: 264 days absence/1000 player match hours) 227 
posed the greatest injury burden during matches within both academies and schools 228 
(Figure 3), possessing significantly more risk when compared with all other contact 229 
events (all P < 0.05).  Cross-referencing injuries to specific body regions and the 230 
match events which caused them, being tackled was the most common cause of all 231 
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lower limb injuries (academy: 35% [95% CI 23 to 47]; school: 44% [95% CI 32 to 232 
56] of lower limb injuries) while tackling was the most common cause of all upper 233 
limb injuries (academy: 48% [95% CI 30 to 66]; school: 53% [95% CI 36 to 70] of 234 
upper limb injuries). In academies, the majority of knee injuries were associated with 235 
being tackled (70% of knee injuries), and this injury combination represented the 236 
greatest burden.  In schools, 41% of all shoulder injuries were sustained during 237 
tackling and these injuries resulted in the greatest number of overall days lost. 238 
 239 
DISCUSSION 240 
This study determined the incidence, severity, nature and match events relating to 241 
injury in English Premiership academy and school rugby union.  The main findings 242 
are: (i) match injury incidence was approximately 34% higher in the academy group 243 
than the school group and this difference was statistically significant, (ii) severity of 244 
new injuries was not significantly different between groups, but severity of recurrent 245 
injuries was greater in the school group, (iii) the lower limb was the most common 246 
injury location for both academy and school players, (iv) joint ligament injuries were 247 
the most common type of injury and (v) the tackle was the most common injury event 248 
during matches for both academy and school players. 249 
 250 
The incidence of match injuries within this study was higher than reported in most 251 
previous youth rugby union research where a similar injury definition was used.  Kerr 252 
et al.26 reported 17 injuries/1000 player match hours for American collegiate (17-21 253 
yrs) rugby compared with values of 47 and 35 injuries/1000 player match hours for 254 
academy and school players, respectively, in the present study.  In two smaller studies 255 
which conformed to the IRB consensus statement for reporting injuries, the match 256 
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injury incidence for Scottish schools rugby with a wider age range (11-17 years) was 257 
reported at 11/1000 player match hours,34 although the injury rate at U17 level in a 258 
single English community club was 49/1000 player match hours (approximate 95% 259 
CI: 26 to 74 injuries/1000 player match hours).20  Two studies published prior to the 260 
IRB consensus statement reported injury incidences in youth rugby of 28 261 
injuries/1000 player hours in New Zealand24 and 13 injuries/1000 player hours in 262 
Australia (14-16 yrs)32 but these studies combined match and training data24, 32 which 263 
reduces the incidence value since training injury rates have consistently been reported 264 
as being considerably lower.4    265 
 266 
Despite the injury incidence values in the present study returning higher values than 267 
most previous studies in youth rugby, the incidence in both groups were considerably 268 
less than those previously reported for elite senior male rugby union, for example 91 269 
injuries/1000 player hours for English Premiership club rugby5 and 84 injuries/1000 270 
player match hours for RWC 2007.12  A study of international level U20 rugby14 271 
(higher level and older participants than the present study) returned a match injury 272 
incidence rate of 57 injuries/1000 player hours, suggesting that injury rates 273 
progressively increase with playing level and age.  This finding is in line with most 274 
other commentaries on comparative injury rates between youth and adult sport which 275 
suggest that injury rates are lower for youth sport.24, 32 276 
 277 
There is a common claim that higher levels of play are associated with a higher injury 278 
incidence.1-3, 6, 7, 23, 40  Within the present study there was a significant difference in the 279 
incidence of match injuries between academies and schools, where the incidence was 280 
34% higher in the professional academies.  Academy players had greater height and 281 
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mass than their school counterparts, and larger players have been reported to have a 282 
higher risk of injury.28  In addition, while fitness testing data were not explicitly 283 
collected in the current study, it is reasonable to assume that the professional academy 284 
players were physically fitter and stronger due to more sophisticated strength and 285 
conditioning programmes and more training time (on average two and a half times the 286 
amount of training compared with schools players37).  On the one hand, better 287 
conditioning and preparation could be protective for players8, 35 but on the other hand 288 
stronger and fitter players will generate higher forces during collision phases of the 289 
game and are likely to be involved in more contact events, thus exposing them to 290 
more potential injury events and therefore increasing the risk of injury.  Presently, it is 291 
difficult to interpret clearly the independent or combined effects of playing level, 292 
player size and player fitness/strength on injury risk but the present data suggest that 293 
that there might be a trade-off between level of physical preparation and intensity of 294 
rugby such that injury rates between playing levels are greater in higher level youth 295 
rugby.  296 
 297 
There was no difference in the overall severity of injuries sustained by academy and 298 
school players, although a noticeable result was that the mean severity of recurrent 299 
injuries was significantly higher in schools (46 days) compared with academies (18 300 
days) despite the mean severity of new injuries being similar in schools (27 days) and 301 
academies (33 days).  Unlike schools, academy players did not take part in a formal 302 
structured academy league season in the playing seasons studied.  Hence they 303 
potentially had less competitive pressure to return to match play after an index (new) 304 
injury occurred.  This lack of pressure is likely to allow for more lengthy 305 
rehabilitation and a delay in making the decision that a player has returned to full 306 
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fitness.  By contrast, pressure to return to play within schools competing in the 307 
National Schools Cup (the primary competition for English schools rugby) may 308 
reduce the time for those players to complete rehabilitation and to return to play.  309 
Assuming the level of medical support is less in schools (typically nursing support 310 
with visiting GPs) than in academies (typically physiotherapist support with access to 311 
sports medicine trained doctors) then it might be predicted that schools would take 312 
longer to return players to training and competition following injury, however school 313 
players were in fact returned to play sooner than academy players (by 6 days on 314 
average).  This early return from injury may then be the reason for the greater severity 315 
of recurrent injuries sustained in the school environment (by 28 days on average).  316 
This potential issue of pressure to return to play, either from the player themselves or 317 
others, is recognised as one of the ‘decision modification’ factors proposed in the 318 
model of Creighton10 which needs to be taken into consideration when deciding a 319 
return to participation.  The present result of recurrent injury severity points to a need 320 
for coaches and medical personnel at schools to consider their return to play decision 321 
making processes and on average allow greater rehabilitation time for injuries before 322 
players return to full training and competition.  323 
 324 
Findings in the present study generally agree with previous research that the most 325 
common location for injury is the lower limb3, 24 and the most common type of injury 326 
is a joint (non-bone) ligament sprain.3, 26  When considering injuries to individual 327 
body locations, the present study demonstrates an overall pattern which is also similar 328 
to previous research5, with injuries to the knee and to the shoulder representing the 329 
highest burden for both levels of play within English youth rugby union. This 330 
provides useful information about the direction for future injury prevention strategies. 331 
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 332 
In terms of the events associated with match injuries, the tackle (being tackled and 333 
tackling) produced the highest percentage of injuries for academy (51% of all injuries) 334 
and school (57% of all injuries) players.  These findings are consistent with previous 335 
research where the tackle was the most common match event associated with injury in 336 
both senior1 3, 18 and youth rugby union,18, 26 with greater rates of injury reported for 337 
the player being tackled.5  The proportion of injuries relating to the tackle event in the 338 
current study may even be higher than previously found.  For example Brooks et al5 339 
returned approximately 38% of all injuries due to the tackle event for English 340 
Premiership players and Fuller et al12 returned approximately 35% of all injuries due 341 
to the tackle event in RWC 2007.  The burden of injuries from tackling or being 342 
tackled was also significantly higher than all other injury events for both academies 343 
and schools.  This finding again reinforces the recommendations from previous rugby 344 
injury studies which advocate that attention should be paid to the development of 345 
good tackling technique,11 although it must be remembered that one reason for the 346 
high incidence of tackle injuries is the greater number of tackle events per game when 347 
compared with other contact events.13 348 
 349 
Combining the injury location and injury event data, being tackled was the greatest 350 
cause of all lower limb injuries (academy: 35%; school: 44%) while tackling was the 351 
greatest cause of all upper limb injuries (academy: 48%; school: 53%).  Shoulder 352 
injuries, in particular dislocations, were most often associated with tackling, with 41% 353 
of all shoulder injuries in the school group sustained during tackling and these injuries 354 
resulting in the greatest number of overall days lost.  A focus on shoulder injuries is 355 
important when developing preventative strategies, not just because of their incidence 356 
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but also their severity.21  Driving into another player during the tackle or falling onto 357 
the shoulder or an outstretched arm in an “at threat” position of abduction and 358 
external rotation have been cited as the main mechanisms for shoulder injury.31  359 
 360 
With regards to methodological considerations, it is recognised that this study only 361 
surveyed a small proportion of the youth rugby playing population in England 362 
although it did involve the majority of eligible academy level players nationally. The 363 
need for appropriate medical support to complete the injury recording probably biased 364 
the school cohort to the upper end of the school rugby playing spectrum.  The present 365 
analysis is also restricted to match-related rugby exposure and the injuries sustained 366 
as a direct result of this exposure 367 
 368 
CONCLUSIONS 369 
The present study found that the incidence of match injury in English youth rugby 370 
union was higher than that reported in most previous studies for youth rugby but 371 
lower than reported for senior elite rugby.  There were differences in injury rates 372 
between playing levels, with 34% higher injury incidence in the academy group.  373 
Common injury locations (lower limb), types (ligament) and events (tackle) were 374 
generally similar to the results reported in previous epidemiological studies for both 375 
junior and senior rugby.  However, some recommendations for injury risk 376 
management can be specifically tailored for youth rugby union, including continued 377 
attention to tackle technique along with targeted injury prevention strategies for the 378 
knee and shoulder joint.   379 
 380 
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 500 
501 FIGURE LEGENDS 2
Figure 1. Body location of match injuries for academy and school players as a 503 
percentage of all injuries (with mean severity in brackets). 504 
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 505 
Figure 2.  Specific anatomical location of match injury for academy and school 506 
players showing a) incidence (injuries per 1000 player match hours) with 95% 507 
confidence intervals; b) severity (mean days absence) with 95% confidence intervals; 508 
and c) burden (days absence per 1000 player match hours) with 95% confidence 509 
intervals. * significant difference between academy and school at P ≤0.05.  510 
 511 
Figure 3 Match injury event burden (days absence per 1000 player match hours) with 512 
95% confidence intervals, for academy and schools. 513 
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Table 1.  Mean (SD) baseline characteristics for academy and school players (two 
seasons data combined). 
  Academy School 
Height [cm] Forwards 
Backs 
All 
187.1 (7.4) **†† 
179.3 (6.0) 
182.7 (7.6)** 
181.9 (6.6)†† 
179.2 (5.4) 
180.7 (6.2) 
Body mass [kg] Forwards 
Backs 
All 
97.1 (10.5) **†† 
80.3 (6.9) * 
87.8 (12.0)** 
89.2 (12.3) †† 
78.1 (7.2)  
84.2 (11.7) 
BMI [kg/m2] Forwards 
Backs 
All 
27.9 (3.0) †† 
25.0 (1.7) * 
26.2 (2.7) 
26.9 (3.3) †† 
24.3 (2.0) 
25.8 (3.1) 
Age [years] Forwards 
Backs 
All 
17.2 (0.6) † 
16.9 (0.6) 
17.0 (0.6) 
17.2 (0.6) 
17.1 (0.6) 
17.1 (0.6) 
(significant difference between academy and school * at P ≤0.05; ** at P ≤0.01; 
significant difference between forwards and backs † at P ≤0.05; †† at P ≤0.01) 
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Table 2. Match injury incidence (number of injuries per 1000 player match hours, 
with 95% confidence intervals) and mean (with 95% confidence intervals) and 
median severity in days absence, for academies and schools. 
 
 Academy School 
 
Incidence 
(95% CI) 
Mean Severity 
(95% CI) 
[median] 
Incidence 
(95% CI) 
Mean Severity 
(95% CI) 
[median] 
New 41  (33 to 49)  33 (27 to 39) [20] 31  (25 to 37)  27 (22 to 32) [13] 
Recurrent  5   (2 to 8) 18 (8 to 28) [15]*  4   (2 to 6) 46 (23 to 69) [21] 
All 47  (38 to 55) 32 (26 to 38) [18] 35  (29 to 41) 30 (25 to 35) [13] 
(Significant difference between academy and school * at P ≤0.05) 
 
 
Table 3. Match injury types expressed as percentage of injuries, incidence (number of injuries per 1000 player match hours, with 95% confidence 
intervals) and mean severity in days absence (with median values) by injury type for academies and schools. 
 Academy   School   
Injury type group % of injuries Incidence (95% CI) Severity (median) % of injuries Incidence (95% CI) Severity (median) 
CNS/PNS  4  2  (0 to 3)  20      (20) 9  3  (1 to 5)  16      (19) 
Contusion/laceration/lesion 19  9  (5 to 13)  15      (9) 18  6  (4 to 9)   7       (5) 
Bone stress/fractures 6  3  (1 to 5)  46     (33) 8  3  (1 to 4)  43      (38) 
Joint (non-bone) ligament 51 24 (18 to 30) **  35     (18) 39 14 (10 to 17)  46      (25) 
Muscle & tendon 18  9  (5 to 12)  39     (20) 24  8  (5 to 11)  20      (9) 
Other 2  1  (0 to 2)  16        - 2  1  (0 to 2)  20        - 
                      (CNS/PNS = central and peripheral nervous system.  Median values are not presented where there were less than 3 injuries in  
                      the category displayed.  Significant difference between academy and school * at P ≤0.05; ** at P ≤0.01)  
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Table 4. Match injuries causing the greatest overall total days lost for academies and 
schools. 
NB. ‘general’ injuries occur when a specific diagnosis has not been possible. 
 
 
Academy School 
Injury 
Number of 
injuries 
Days 
Lost Injury 
Number of 
injuries 
Days 
Lost 
Knee ACL 3 554 
Shoulder dislocation / 
instability 
8 986 
Knee meniscus / 
cartilage 
4 367 Knee general 14 431 
Shoulder rotator 
cuff 
6 297 
Wrist/Hand/Finger 
general 
9 363 
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Table 5. Match injury events expressed as percentage of injuries and incidence (number of injuries per 1000 player match hours, with 95% 
confidence intervals) and mean severity in days absence (with median values) by injury type for academies and schools. 
Injury Event Academy   School   
 % of injuries Incidence (95% CI) Severity (median) % of injuries Incidence (95% CI) Severity (median) 
Collision 6 3 (1 to 5) t,u,n 10          (5) 4 1 (0 to 3) r,t,u,n 32        (20) 
Ruck/maul 14 6 (3 to 9) s,t,o 27       (20) 16 5 (3 to 8) c,s,t,o 15         (7) 
Scrum 3 1 (0 to 2) r,t,u,n 30       (27) 7 2 (1 to 4) r,t,u 30         (8) 
Tackled 30 12 (8 to 17) c,r,s,o 36       (21) 32 10 (7 to 13) c,r,s,o,n 34        (14) 
Tackling 21 9 (5 to 13) c,s,o 36       (18) 25 8 (5 to 11) c,s,o 33        (20) 
Other contact 3 1 (0 to 3) r,t,u,n 18       (24) 3 1 (0 to 2) r,t,u,n 36        (48) 
All Contact 77 32 (25 to 39) 32       (20) 87 27 (22 to 32) 30        (16) 
All Non Contact 23 10 (6 to 14) c,s,o 30       (20) 13 4 (2 to 6) c,t,o 26       (11) 
Pairwise comparisons for contact injury events are reported by the following convention: c= different from Collision; r= different from 
Ruck/maul; s= different from Scrum; t= different from Tackled; u= different from Tackling; o= different from Other; n= different from Non-
contact, all at P ≤0.05. The specific event associated with the match injury was recorded for 101 out of 109 injuries for the academy group and 
121 out of 134 injuries for the school group, with 100% in Table 5 equating to the number of injuries with known events. 
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